Background: The diagnoses of active smear negative PTB, remains difficult. As a result, treatment is often carried out empirically relaying on clinical criteria. The distribution and magnitude of smear negative PTB, smear negative MDR-TB and associated factors in the same day diagnosis strategy are not clearly known in the study area. Therefore, this study aimed to determine the prevalence of TB, MDR-TB and associated risk factors among presumptive smear negative pulmonary tuberculosis patients in Addis Ababa, Ethiopia.
Background
Tuberculosis (TB) continues as a challenging bacterial disease. In 2017 alone, 10 million people have developed TB disease [1] . TB is the leading cause of death in the world among infectious diseases [1] ; 1.3 million died among HIV negative and 300, 000 among HIV positive people due to TB by the year 2017 [1] . One person dies every 15 s in the world by TB and it infects one person every second of every day. If treatment is not initiated, a person with TB disease will infect an average of 10-15 other people every year [2] . In addition, emergency of drug-resistant TB makes the global TB control program more difficult. An estimated 3.5 and 18% are multidrug-resistant (MDR)/rifampicin resistant (RR) TB among new and previously treated TB patients respectively [1] . Moreover, about 9% of MDR-TB patients also have extensively drug-resistant TB (XDR-TB) [3] . Ninety-five percent of all TB diseases and 99% of deaths occur in developing countries, with the greatest burden in sub Saharan Africa [4] . Ethiopia is one of the 30 high TB; TB/HIV and MDR TB burden countries with an estimated TB incidence of 164 per 100,000 population of drug susceptible TB [1] . In addition, the burden of MDR-TB in Ethiopia is increasing. In 2005 the national prevalence of MDR-TB was 1.6% among new patients and 11.8% among previously treated patients [5] . However, in 2014 the national prevalence of MDR-TB was 2.3% among new and 17.8% among previously treated patients [6] . WHO recommends smear microscopy as an initial TB diagnostic tool. However, it cannot detect 43% of TB patients due to its poor sensitivity [7] . Its sensitivity is further reduced in patients with extra pulmonary TB, children and in those who are co infected with HIV. Furthermore, it cannot distinguish drugsusceptible from drug-resistant strains [8] . TB culture confirmation has a long turnaround time and needs high safety requirement [8] . On the other hand, molecular methods show variable sensitivity [8] . Due to the above reasons TB diagnosis faces a huge challenge. In particular, the diagnosis of smear negative pulmonary TB (SNPT) and smear negative drug resistant TB (SNDRT) is the most challenging in under developed countries [9] . Therefore, as a result this treatment is often given empirically using clinical criteria which leads to miss diagnosis of the patients, unnecessary costs, toxicities, delayed response and poor treatment outcome [10] .
In 2017, 3.6 million TB patients left undiagnosed and only 25% of the estimated MDR/RR-TB was reported [1] . Smear negative pulmonary TB (SNPT) is a critical clinical and public health problem [11, 12] . This SNPT prevalence can reach 36 to 45% in United States of America [13] , 65.2% in Brazil among high HIV prevalence setting (41.1%) [9] , 68.1% in Italy [14] , 55% in Belarus (from this 47% were smear negative MDR TB) [15] . Studies in Ethiopia have shown different evidences of SNPT prevalence. A study conducted in Adama, in 2013, indicated that from 232 sputum smear negative presumptive pulmonary tuberculosis, 28 (12.1%) prevalence of smear negative pulmonary tuberculosis [16] . Similarly, a study in North Shoa, Ethiopia has also shown a high prevalence (23.9%) smear negative pulmonary TB [17] . MDR TB among smear negative presumptive pulmonary TB patients is not reported yet in Addis Ababa. A study conducted in St. Peter TB specialized hospital Addis Ababa between 2004 and 2005 didn't find MDR TB from smear negative TB isolates [18] . The mortality rate of SNPT can reach 25% in populations with high prevalence of HIV infection, which may be largely related to delay in diagnosis [12, 19, 20] . Furthermore, 10-20% of TB transmission at the population level is attributable from SNPT patients [21, 22] . Patients with smear-negative pulmonary TB were found to be less infectious and to have a lower mortality but a significant proportion (50-71%) progressed to active TB disease [21, 23] .
Different risk factors have different impacts on the occurrence and diagnosis of SNPT. Studies have shown different risk factors for the occurrence of SNPT [9, 24, 25] . But, there is limited information about factors associated with SNPT in the study area.
There is a limited data on the prevalence of smear negative pulmonary tuberculosis, smear negative multidrug resistance tuberculosis and associated risk factors among smear negative presumptive pulmonary tuberculosis patients in Addis Ababa, Ethiopia. Therefore, the aim of this study was to determine the prevalence of tuberculosis, multidrug resistance tuberculosis and associated risk factors among smear negative presumptive pulmonary tuberculosis patients in the above study area.
Methods

Study design, study site and population
This is an analytic cross sectional study which was conducted in Addis Ababa, Ethiopia from August 2017 to January, 2018. Addis Ababa is the Federal Capital of Ethiopia. It is located between 8055′ and 9005′ North Latitude and between 38040′ and 38050′ East Longitude. The population is more than 3 million [26] (Fig. 1) .
The study was conducted in 16 governmental and private health facilities included in directly observed treatment short course (DOTS) program in Addis Ababa region by the year 2017. A list of all DOTS sites was prepared on excel sheet and rand command was used to select health facilities from the list. Then by using simple random sampling technique 20% of the sites were selected out of the lists. Simple random sampling was used to select study sites since there were similar characteristics among governmental and private DOTS sites.
Sputum smear negative presumptive pulmonary tuberculosis patients who were equal or greater than the age of 2 (two) years visiting the selected health facilities during the study period were included in the study. Whereas, those who were taking anti-TB drugs for greater than 1 week by any means and patients incapable of producing sputum were excluded.
Sample size determination
Sample size calculation was performed for both objectives; prevalence of smear negative pulmonary TB and MDR TB by using single population proportion formula with corrected. Then the larger sample size was taken to represent the other. For prevalence of smear negative pulmonary tuberculosis, the sample size was 264 and for prevalence of SNMDR TB, it was 413 in 95% confidence interval. Therefore the 413 was the total sample size for this study [6] .
Data collection procedure
Onsite training was given for all laboratory staffs and clinicians about the project for each respective study sites. Data was collected using structured questioner about socio-demographic information, clinical presentations (Table 5 ) and comorbidities/co-infections (HIV AIDS, diabetes mellitus, asthma, hypertension, heart disease, liver disease, renal failure, hormonal disease, malignancy/ cancer), behavioral and other risk factors (miners, prisoners/prisoner staffs, migrant, TB/MDR TB contact, alcohol consumption, smokers, and chewing Khat) from smear negative presumptive pulmonary tuberculosis (SNPPT) patients. Laboratory investigation data was also taken from study registration book, printouts, and culture work sheet.
Two spot sputum specimens (in Spot-Spot sample collection strategy) were collected from, presumptive pulmonary tuberculosis patients and checked for AFB using ZN method in the health facilities. Specimen was collected for the purpose of the study from smear negative presumptive pulmonary patients and from left over samples which were collected from presumptive pulmonary TB patients as well. All patients who were smear negative were enrolled according to the inclusion criteria. Sputum sample was collected with wide mouthed, clean, 50 ml capacity, sterile, disposable containers, polypropylene centrifuge tubes, translucent, screw capped container after detail patient instruction at the health facility level. It was expected to collect sample with volume > = 3 ml; but those samples less than 3 ml was rejected, wrong sample containers, containers with leakage, breakage, and with incomplete questioner were rejected. Specimens collected was stored at 2-8 o c until transported. The specimen was transported using triple packaging. Specimens arrived at the Ethiopian Public Health Institute (EPHI), National Tuberculosis Reference Laboratory (NTRL), was rechecked for fulfilling criteria and was stored again at [2] [3] [4] [5] [6] [7] [8] o c in the refrigerator if it was not processed immediately. 
Laboratory investigations
From the specimen collected, AFB microscopy [27] , Xpert MTB/RIF assay (Cepheid, Sunnyvale, CA, USA) (directly from the sample before processing for culture), Liquid (BACTEC MGIT 960 (Becton-Dickinson and Company, Sparks MD)) and Solid culture (LJ media) were performed in the EPHI, NTRL. Drug susceptibility testing was performed here for the culture isolates. Any result found positive was reported to the physician requested the test for further patient management. The samples were splited in to two; one for culture and the other for Xpert MTB/ RIF assay. For Xpert MTB/ RIF assay, sample was mixed with sample reagent buffer in 1:2 (sample: sample reagent buffer) volume ratio. Then, closing it tightly, vortexed for 15 s and allowed to stand at room temperature for 10 min. It was vortexed again after 10 min and allowed to stand for 5 min, totally for 15 min. Using the Pasteur pipette provided with the kit > 2 ml of the (just above 2 ml mark on pipette) processed sample was put into the Xpert MTB/RIF cartridge. After that, the cartridge with the specimen was loaded to the GeneXpert machine. Finally, results were collected from the GeneXpert computer after 2 h [28] . Samples for culture were processed with 3% N-Acetyl-L-Cysteine-Sodium Hydroxide (NALC-NaOH) decontamination method. Equal volume of NALC-NaOH-sodium citrate solution was added to the sample, vortexed and kept stand at room temperature for 15 min to let the NaOH decontaminate normal flora present in the sputum with the help of the mucolytic agent. Then, this solution was neutralized (effect of NaOH stopped) by 6.8 pH phosphate buffer solution (PBS), concentrated the freed bacilli in the tube by centrifugation at relative centrifugal force of 3,000 x g for 15 min using safety centrifuge at a temperature of 4-8°C. After this the supernatant removed, smear made from the sediment and sediment resuspended by adding 2 ml of PBS. Making the sediment uniform by vortexing, 0.5 ml and 2-4 drops were added to the MGIT tube and LJ tube respectively. The MGIT tube was enriched with 0.8 ml of a mixture of growth supplement which contains Middle brook OADC enrichment and PANTA (lyophilized mixture of antimicrobial agents) prior to the inoculation of the tube with the sediment. After all, the LJ medium incubated in the incubator at 37°C and the MGIT tube loaded to the BACTEC MGIT 960 machine. For positive culture results smear prepared and blood agar/ brain heart infusion agar inoculated for positive MGIT tube and smear prepared and examined for positive LJ for identification mycobacterium TB complex (MTBC) from other non-tuberculous mycobacteria and contaminants. Negative results reported after 42 days for MGIT 960 system and 56 days for LJ medium [29] . SD BIOLINE TB Ag MPT 64® (STANDARD DIAGNOSTICS, INC, Republic of Korea) test was used for the confirmation of MTBC [30] . Genotypic and phenotypic drug susceptibility testing was performed using world health organization recommended methods: line probe assay (MTBDR plus Ver.2 for first line anti-TB drugs, MTBDRsl Ver.2 for second line anti TB drugs) and BACTEC MGIT 960 system (for first line drugs using proportion method) respectively (Fig. 2) .
Quality assurance and quality control
Reagents, and culture media prepared within the laboratory or purchased as readymade which have effect on the test result was checked for sterility and performance characteristics using well characterized control slide or strains such as; a positive and negative control smear slides were included in each batch of new lots of reagents prepared, 2% of a batch of tubes of MGIT Culture media was tested with different dilutions of M. tuberculosis (H37Rv). Specimens which had breakage or leakage, incomplete patient information and mislabeling, delayed specimen more than 5 days after collection, inappropriate container, and insufficient volume of sample (less than 3 ml) were rejected. Processing reagents (NaOH, Phosphate buffer) was sterilized before use. Each batch of samples that was processed for culture used start and end controls. All laboratory investigations were done by experienced laboratory technologists in the National Tuberculosis Reference Laboratory, EPHI. Each of the culture and identification procedures was performed in a certified class II Bio-Safety Cabinet. Equipment preventive maintenance, temperature monitoring, monitoring of critical microbiological practices, and instrument function checkups was done. The laboratory performance is also continuously monitored by Proficiency Testing (PT) for all test methods. All laboratory analysis was done based on Ethiopian national TB, HIV and leprosy management guideline and WHO approved methods.
Data entry and analysis methods
The data collected from each questionnaire and the laboratory investigation was doubly entered and cleaned by using Epi -data statistical software version 3.0 and exported to IBM SPSS software version 20.0 for analysis. By using central measurement, dispersion and frequency distribution descriptive statistics was done to characterize the study participants and the result of the study was also presented by using tables and figures. The prevalence of SNPT and SNMDR TB was calculated with its 95% CI. Binary logistic regression also done to determine the association between dependent variables and possible risk factors. Variables which show significance at P-value of 0.2 during univariate analysis were selected for multivariable analysis. The strength of association was measured by using odds ratio and P-value of less than 0.05 was considered as statistically significant during multivariable analysis.
Results
Socio demographic characteristics of participants
A total of 418 patients' epidemiological and bacteriological data were analyzed. Most of the patients were from adult out-patient-department (OPD) (Fig. 3) . Majority, 231(55.3%) of the patients were females. The mean age of participants was 35.68 (± 17.12) years. Most of the participants, 125 (29.8%) were in the age group of 25-34 years, and children under 15 years were 20 (4.8%). The predominant religion was Orthodox Christians, 323 (77.3%), followed by Muslims, 57 (13.6%). Among all participants, 228 (nearly 55%) were below grade 7. The participants had different occupation; the most frequent was house wife, 87 (21.1%) and the second frequent work was daily laborer, 76 (18.4%). Two hundred eighteen (52.3%) participants were married whereas 159 (38.1%) were single (Table 1) .
Clinical presentation, comorbidities and associated risk factors
Signs and symptoms, comorbidity (self-reported by the patient not confirmed) and other risk factors were assessed in the study. From all the participants, 367 (88%) had cough as a chief compliant, and 112 (30.5%) of them with productive cough. HIV status was known only for 211 patients. HIV positivity rate was 27%. Fourteen (3.37%) participants were known to have diabetes mellitus (DM). Thirty five (8.4%) patients had TB contact history (Figs. 4 and 5, Table 2 ). Prevalence of smear negative pulmonary tuberculosis (SNPT)
SNPT prevalence among presumed smear negative PTB patients was 6.5% (95% C.I, 4.103-8.816) by Xpert MTB/RIF assay. Twenty six patients (6.4%) were smear negative and culture confirmed / by either of the culture techniques (LJ and MGIT), SNPT patients (Table 3) . More TB was detected in male than female patients. The positivity rate among male and female was 10.2 and 3.5%, respectively. There was significant difference in TB prevalence among male and female (p = 0.005). High rate of TB detection was observed in the age range 15-24 years, 8 (8.5%) and 25-34 years, 11 (8.9%). All positive SNPT were detected from the age groups between 15 and 64 years. SNPT prevalence was, 20 (6.2%) among Orthodox Christians, 5 (8.8%) and 2 (6.0%) among Muslims and Protestants respectively. Majority, 21 (80.77%) of the total SNPT were found to be positive in those who were below grade 12, but it was not statistically significant (P = 0.496). From the total of 411 participants responded, the most common work status, 87 (21.1%) was house wife; however SNPT prevalence was low, 01 (1.2%). The second most frequent work, 76 (18.4%) was daily laborer with (7.9%) SNPT prevalence, and the least Table 4) . Of 417 participants, 345 (82.73%) were new presumptive TB patients and 23 (6.67%) had confirmed TB. On the other hand, 72 (17.27%) participants were retreatment presumptive TB patients and 4 (5.56%) of them were positive for TB. There was significant difference in TB detection among new and retreatment presumptive TB patients (p < 0.001).
Among clinical signs and symptoms this study investigated; weight loss (p < 0.001), shortness of breath (p = 0.034) and loss of appetite (p = 0.023), having association with the SNPT in univariate analysis. However, in the multivariate analysis these symptoms are not statistical significant; loss of appetite (AOR 0.778; 95% C.I, 0.248-2.438, P = 0.666), weight loss (AOR 0.340; 95% C.I, 0.108-1.069, p = 0.065) and shortness of breath (AOR 0.493; 95% C.I, (0.181-0.1.343), p = 0.167). Known chronic malignancies ( Table 5 ) and comorbidities were not significantly associated with SNPT depending on these study findings. HIV-TB co-infection was 5.3%. From behavioral and other risk factors that showed association in the univariate model, only being migrant were statistically significant factor for the SNPT (AOR 0.121; 95% C.I, (0.20-0.730) p = 0.021) ( Table 6 ).
Prevalence of smear negative multidrug resistant tuberculosis
A total of 26 smear negative, culture confirmed TB was detected. All clinical isolates were tested by using Genotype MTBDR plus Ver.2, first-line MGIT DST and Genotype MTBDRsl Ver.2. Among these isolates, 03 (11.54%) were MDR-TB (resistant to both isoniazid and rifampicin) and 07 (26.9%) were resistant to isoniazid. All rifampicin resistant (RR) TB by GeneXpert were found to be MDR-TB by Genotype MTBDR plus Ver. 2 and MGIT DST methods. Twenty three SNPT were isolated from new presumptive TB patients and two (8.7%) of them were rifampicin resistant. The remaining three SNPT were detected from previously treated patients and one (33.3%) of the isolates was rifampicin resistant. From 23 new SNPT isolates, 06 (26.08%) were resistant for isoniazid. From 03 (11.54%) isolates diagnosed from retreatment presumptive TB patients, 01 (33.33%) was resistant for isoniazid (p = 0.79). All of SNMDR TB 03/26 were detected from men (p = 0.264) and in the age group of 15-34 years old (p = 0.814). Drug susceptibility testing was performed for randomly selected 23 (88.46%) of the isolates for second line anti-TB drugs using Genotype MTBDRsl Ver.2, to check for any resistance but all the isolates were susceptible (Table 7) .
Discussion
According to WHO, more than 9 million people who become ill with TB each year; more than 3 million are not diagnosed, treated, or officially registered by national TB programmes. The emergence of MDR TB makes the situation worse. Collectively, these "missed" million TB patients are a global public health failure [7] . Similarly, diagnosis of MTB in developing countries largely depends on smear microscopy which has poor sensitivity [31] , resulting in increased smear negative pulmonary tuberculosis (SNPT) that remains undiagnosed, or delay in diagnosis and treatment [10] . SNPT and SNMDR TB prevalence in Addis Ababa was not well known. Therefore, determining the magnitude and distribution of SNPT and smear negative MDR TB in different settings can contribute to the national efforts for fighting TB. Our study findings showed that the prevalence of smear negative pulmonary tuberculosis among smear negative presumptive pulmonary tuberculosis patients was 27/418 (6.5%) (95% C.I, 4.103-8.816), which was Xpert MTB/ RIF confirmed and 26/408 (6.4%) %)(95% C.I, 4.003-8.743), by the collaborative diagnostic performance of BACTEC MGIT 960 and LJ culture. The difference between GeneXpert and culture results might be due to cross contamination during Xpert MTB/RIF sample processing or Xpert MTB/ RIF assay might detect dead remnant DNA from retreatment patients or harsh decontamination during culture processing. From the total, majority (55%) of the study participants were female, but more than two times SNPT (10.2%) were detected from men (p = 0.005) which is in line with the fact that TB is more common in men than women [1] . The present study revealed higher smear negative PTB prevalence than a report from Vietnam which was 5.6% (smear negative culture positive PTB) [32] . Our study reveals lower prevalence, as compared to a finding by a study conducted in 8 prisons in Amhara region, Ethiopia in the year 2013 that the overall prevalence of culture and/ or Xpert test positive smear-negative pulmonary TB in the study was 8% [33] . Another study in Karamara hospital, Jigjiga, Ethiopia, conducted from December 2013 to May 2014, shown 7.9% SNPT prevalence; this result was the combined result of Xpert MTB/ RIF and culture-positive [34] . A study conducted in Adama, Ethiopia in 2013, also showed a higher SNPT prevalence that was 12.1% [16] than our study results and this study is similar with our study finding in that men were more affected by SNPT than females. Other study conducted in St. Peter TB specialized hospital Addis Ababa, Ethiopia in the year between November 2004 and October 2005, confirmed a higher prevalence that is 12.46% pulmonary TB isolated from smear negative pulmonary TB patients [18] than the present study. These differences may be due to different reasons like geographical variation, change in sample collection strategy, difference in time that the study conducted, change in TB diagnostic and treatment algorithm and diagnostic method differences. Another justification for these differences might be, our study tried to cover a wide range of facilities including private sites. Although the study included all age groups, above two years, all (100%) of the SNPT were detected in the age group 15-64 years' participants which are the economically productive age group of the population. This finding is in line with WHO estimation that states TB affects mostly adults in the economically productive age groups; around two-thirds of are estimated to occur among people aged 15-59 years [1] .
According to the findings from the 26 isolates from smear negative presumptive pulmonary TB patients 03 (11.54%) were MDR TB. From these SNMDR TB isolates 02/23 (8.7%) were among new smear negative presumptive TB patients and 01/03 (33.3%) was from retreatment presumptive SNPT patients. Our study showed higher SNMDR TB prevalence in comparison with a study in Iran among tuberculosis patients in between the year 2011-2013, which was 4.3% (2.38% in the new TB treatment group and 23.1% in the retreatment groups) [35] . The present study demonstrated low MDR TB prevalence as compared to a finding by a study in Belarus which was 47% SNMDR-TB: 33% among new and 73% among previously treated patients [15] . But, our study showed high prevalence of SNMDR TB in comparison with a study in India that was conducted among newly diagnosed sputum-positive pulmonary tuberculosis between February 2008 and December 2009 demonstrated very low prevalence that was 1.13% MDR-TB This was done based on both GeneXpert and culture results [36] . The present study shows a very high SNMDR-TB prevalence even compared to the national MDR TB prevalence in Ethiopia which was performed among smear positive patients [6] . This is the first report in Addis Ababa. For instance, there was no smear negative MDR TB detected in a study conducted in St. Peter hospital, Addis Ababa, Ethiopia [18] . In our study among 27 Xpert MTB/ RIF confirmed Mycobacterium tuberculosis complex (MTBC) strains, 03 (11.11%) were Rifampicin resistant (RR) which is a bit higher compared to a study conducted in Karamara hospital, Jigjiga, Ethiopia which was 3/38 Key; a = the sum of GeneXpert and culture results (7.9%); RR strains were identified from smear-negative culture-positive samples [32] . These variations of prevalence of SNMDR TB, and RR TB from our study result may be due to geographical location, population difference, time, study settings and method variation. Using Genotype MTBDRplus ver.2, Isoniazid (INH) mono resistance was 07/26 (26.9%). All RR SNPT isolates that Xpert MTB/ RIF assay diagnosed as RR were found to be MDR TB from which 01 (33.3%) MDR TB patients had TB contact history. Drug susceptibility testing was performed for 23 (88.46%) of the isolates for second line anti-TB drugs using Genotype MTBDRsl ver.2, to check for any resistance, but all isolates were susceptible. This study is different from other study conducted in Kenya, which showed resistance to first line and second line anti-TB drugs, but no MDR or XDR TB was detected [38] . Clinical features are significant in supporting the diagnosis of smear-negative TB even though it has poor sensitivity and specificity [31] . The present study to investigated clinical presentations, such as cough, fever, chest pain, loss of appetite, weight loss, shortness of breath, joint pain, abdominal pain, hemoptysis, and night sweating. But, none of this showed significant association with SNPT patients. Furthermore, cough, fever, weight loss, chest pain and night sweating are also symptoms in smear-positive patients, as it was reported in previous studies [33] . Shortness of breath, (AOR 0.493; 95% C.I, 0.181-0.1.343, p = 0.167), weight loss (AOR 0.340; 95% C.I, 0.108-1.069, p = 0.065) and loss of appetite (AOR 0.778; 95% C.I, 0.248-2.438, p = 0.666) are significant clinical features of SNPT patients in our study in the univariate analysis, but doesn't have association in the multivariate model. However, another study reported that smear-negative patients were less probable to suffer from fever and weight loss than their smear-positive counterparts [39] .
HIV comorbidity is a known confounder factor for the diagnosis of TB [8] . Our finding demonstrated 27% HIV positivity rate and 5.3% SNPT-HIV co-infection; but it doesn't show a significant association and the comorbidity is much lower than the finding reported in Brazil which was 41% [9] . Our finding also showed that 7.1% SNPT among known diabetes mellitus patients and this finding is a bit higher compared to a study finding from St. Peter Hospital Addis Ababa, Ethiopia which was 6.7% [40] . This difference may be due to difference in study participants (they have done it on active TB patients), geographical coverage and time. From all demographic, behavioral and other risk factors that the study has assessed, sex (p = 005), work status or occupation (p = 0.006), being a migrant (p = 0.005), alcohol consumption (p = 0.042), chewing Khat (p = 0.038), has association with SNPT in a univariable analysis. A study conducted in Ethiopian prisons has showed alcohol consumption as a risk factor but chewing Khat was not associated with active TB disease [41] . Migrants have 0.121 times more likely to have smear negative pulmonary TB in comparison with non-migrants, (AOR 0.121; 95% C.I, 0.20-0.730, p = 0.021). The above factors needs to be further studied for the possible reasons of the association. One limitation of the study is that chronic disease comorbidities are self-responded by the patient, not confirmed by diagnostic methods. The other one is phenotypic MGIT DST for Pyrazinamide (PZA) and for other 6 isolates for other first line drugs was not performed due to shortage of drugs and PZA sets.
Conclusion
In this study a significant proportion of smear negative pulmonary TB was diagnosed. Furthermore, a high smear negative multi drug resistant (MDR) TB and other mono drug resistant TB prevalence was confirmed. Due to the limitations of smear microscopy which is used as a primary diagnostic tool, these TB strains are missed to be diagnosed and transmission continues in the community. Therefore, considering more sensitive diagnostic tools and drug susceptibility testing facilities in the peripheral TB diagnostic laboratories is crucial. Further studies on comorbidities and risk factors of SNPT are advised to be conducted in large scale. 
